The case of a 21 year old woman who presented with recurrent sterile meningitis and bitemporal hemianopia is described. Computed tomographic scan showed a large low density ring enhancing lesion above and within the pituitary fossa which at operation and on histological examination was found to be compatible with an abscess. The visual field defect recovered completely and the scan appearances returned to normal postoperatively.
Introduction
Cystic lesions in the region of the pituitary fossa can occasionally present as recurrent meningitis. The most likely explanation is that the episodes of meningism are due to leakage of irritant contents (Bjerre et al., 1983) . We describe a case ofpituitary abscess with this presentation and discuss the origin and endocrine features of this lesion.
Case report
A 21 year old woman, born in England of Indian parents, was admitted to her local hospital in July 1984 with meningism. Lumbar puncture showed protein 1.6 g/l, glucose 1.8 mmol/l, white cells 1.39 x 109/l (lymphocytes 98%, neutrophils 2%), fluid turbid, no acid-fast bacilli seen, no organisms isolated, viral studies negative; blood glucose 5.8 mmol/l. A diagnosis of viral meningitis was made and she recovered with no treatment. Two weeks later she developed intermittent mild headache and blurred vision. Her menstrual period did not occur and she noticed increased thirst and frequency of micturition.
She was readmitted in September after 2 days of severe headache, vomiting and photophobia. She was febrile (38.2°C), restless and disorientated, with a stiff neck and positive Kernig's sign. Lumbar puncture showed protein 0.54g/l, glucose 2.6mmol/1 (blood glucose 4.6 mmol/1), white cells 0.2 x 109/1, lymphocytes > 90%, no organisms were seen. Full blood count, electrolytes and chest X-ray were normal. It was thought she might have tuberculous meningitis and she was started on rifampicin, isoniazid and ethambutol. The next day her temperature fell to normal and she was alert and orientated. Visual field examination demonstrated a bitemporal hemianopia. She was transferred to the National Hospital, Queen Square. She now had a low serum sodium (128 mmol/ 1) and low plasma osmolality (263mmol/kg) on intravenous infusion. At the time, plain X-ray of the pituitary fossa showed erosion of one side of the dorsum sellae, suggesting a suprasellar mass. High resolution computed tomographic (CT) scan ( Figure  1 ) showed a low density mass within the sella and suprasellar cistern with a high density rim which enhanced with intravenous contrast. No calcification was seen. The pituitary fossa was large, but not grossly expanded. The radiological differential diagnosis was between a pituitary abscess, pituitary tumour with a necrotic centre, Rathke's cyst or an unusual craniopharyngioma. Endocrine investigations showed low 09.00h cortisol (<15nmol/l; normal= 170-720 nmol/l), low free thyroxine (5.6 pmol/l; normal= 8.8-25.7 pmol/l) with thyroid stimulating hormone <0.5 mU/l, growth hormone 4.5 mU/I (normal <1O mU/l) and raised prolactin 1520 pU/ml (normal = 118-508 pU/ml). The anti-tuberculous chemotherapy was continued as it was thought the lesion could be a tuberculoma and high dose dexamethasone was added to decrease any local oedema contributing to pressure on the optic chiasma. At craniotomy 8 days later, a purple tumour was seen bulging between the optic nerves; aspiration produced a thick yellow fluid and biopsy specimens were taken. Laboratory examination ofthe fluid showed polymor-t.~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~....... pituitary tissue but around 30% are associated with a pituitary adenoma, craniopharyngioma or Rathke's cyst (Lindholm et al., 1973; Domingue et al., 1977; Scanarini et al., 1980) . At the time of diagnosis the majority of patients have a uni-or bi-temporal hemianopia, enlarged pituitary fossa and some endocrine dysfunction. A third of patients have meningitis, often more than one episode. Recurrent episodes of headache (sometimes with vomiting) are common and suggest meningism.
It has been suggested that the abscess is secondary to bacterial meningitis (Lindholm et al., 1973; Scanarini et al., 1980) but in our case the initial cerebrospinal fluid findings and recovery without therapy make this hypothesis unlikely. A better explanation would be that the episodes ofmeningism are due to leakage of irritant contents from the abscess (Bjerre et al., 1983) . This hypothesis can also be applied to all the other cystic lesions mentioned above and therefore these should be considered early in the differential diagnosis of any patient presenting with recurrent meningism.
The origin of pituitary abscesses remains in dispute. A variety of major and minor pathogens have been grown from them but no organisms commonly implicated. In some cases antibiotics had been given preoperatively but in others the lesion was apparently sterile (Lindholm et al., 1973; Mohr, 1975; Scanarini et al., 1980) . This, together with the long history of pituitary dysfunction often obtained has suggested that they are not infective, but are due to necrosis of a pituitary adenoma (Bjerre et al., 1983) . In the present case this can be excluded on histological grounds.
The endocrinological picture was one of pituitary stalk or hypothalamic compression. The prolactin was raised to a level consistent with deficiency of prolactin inhibitory factor (Franks & Jacobs, 1983 ) and other pituitary hormones were depressed. After the operative relief of the compression the prolactin fell to normal and other pituitary functions improved. The patient had preoperative symptoms of diabetes insipidus which is commonly observed in lesions of the pituitary stalk and median eminence. The frequent concurrence of failure of menstruation (likely to be secondary to hyperprolactinaemia) and diabetes insipidus (Blackett et al., 1980) in patients with pituitary abscess suggests that hypothalamic or pituitary stalk compression may be a more common mechanism of functional disturbance in these cases than direct destruction of pituitary tissue.
